SUMMARY
SUMMARY
The records of 62 patients on whom the diagnosis of aortic dissection was proved are reviewed with particular attention to the clinical features and prognosis in each case. This was the consecutive experience of a large general hospital over approximately 17 years. The initial and long-term survival was far better in patients in whom the ascending aorta was spared by the disease process. No patients in whom such involvement was present were known to survive more than 3 weeks. Eight of 19 patients whose disease began distal to the arch of the aorta are known to have survived 6 to 69 months even though six of these eight were not operated on. Striking differences in the clinical findings of the two groups were also found. Aortic regurgitation, impairment of a radial or carotid pulse, neurological signs, and hypotension were rare in the group whose dissection began beyond the left subclavian artery. Marked systemic hypertension was frequently observed in this group, over a third having a diastolic pressuie over 140 mm Hg and nearly two thirds over 120 mm Hg. Such Fifty patients (81%) were either hypertensive on admission or gave a history of systemic hypertension in the past. There was no difference between Negroes and Caucasians in the prevalence of these factors in the current study. Few individuals were under medical supervision for high blood pressure; two patients, however, were receiving guanethidine and another was being given mecamylamine at the time dissection occurred. Good control of their blood pressure had not been achieved. Table 2  Age Distribution of Patients   Pain Pain, always a common symptom of aortic dissection, was the presenting symptom in 85% in the series of Hirst and associates.' Fifty-six patients (90%) in the present group gave a history of pain which could be reasonably ascribed to this process. Of the remaining six, five had severe neurological defects on admission and a history of discomfort could not have been obtained. The remaining patient died suddenly in the hospital without ever complaining of pain.
The initial sites of pain are tabulated in table 3. Burchell16 reported that the location of the pain was helpful in determining the location of the dissecting process, but this was not true in our patients.
Neurological Findings
Neurological findings were present in 26 patients (42%) on admission. The prevalence and variety of these manifestations is similar to that reported by others.1-In 12 patients (19%), alteration of consciousness occurred acutely; confusion, disorientationD syncope, and deep coma were all observed. Impaired consciousness was not associated with reduced or absent carotid pulses in all instances. In six of the 12 patients, altered consciousness was present with systolic blood pressures of less than 100 mm Hg; diminution of cerebral perfusion pressure was probably responsible for this finding. In four others with confusion or stupor, the admission blood pressures ranged from 100/40 to 130/80 mm Hg representing a marked reduction from customarily hypertensive levels. Two patients entered the hospital because of altered consciousness of varying degrees of 3 weeks' and 18 months' duration. No history of pain was obtained and the aortic dissection was a surprise finding at autopsy in both.
The acute onset of hemiparesis was noted in four cases and paraparesis in one. The patient with 3 weeks of mental obtundation also had a mild hemiparesis for that period of time.
Ischemic paralysis of a leg was noted in nine instances.
One patient whose dissection was limited to the descending aorta was confused, but no other neurological findings were recorded during the acute episode in patients with this form of the disease.
The neurological findings occurring in the acute episode are shown in table 4.
Aortic Regurgitation
The murmur of aortic regurgitation was audible on admission in 22 of the patients (35%) in the present series. A pre-existing diastolic murmur was known in one patient, and an aortic valve deformity compatible with rheumatic heart disease was observed at autopsy in a second. No examination was recorded prior to his admission with aortic dissection. In two additional patients, whose dissection was shown by aortography to be limited to the descending aorta, the murmur appeared 2 or more weeks after the initial insult. This may have been due to retrograde extension of the process; however, these two patients are still alive and such extension has not been demonstrated. Detectable alterations in the peripheral arterial pulses were recorded in 28 patients (45%). One or more of the carotid or upper extremity pulses was altered in 14 subjects.
Pulse alteration was found in only two patients with type III dissection. In one instance, both the right carotid and the right femoral pulses were altered; in another instance the right femoral pulse was reduced. The patient whose right carotid pulse seemed altered was one of those in whom aortic regurgitation was a late finding.
Clinical Findings Related to Extent of Dissection
We expected that aortic dissection involving the ascending aorta would often produce aortic regurgitation and its extension distally might compromise pulses of the arch vessels. We did not expect dissection limited to the descending aorta to produce such findings. The relationship of certain clinical findings to the distribution of the process is shown in figure 1 . Early mortality in the present series is similar to that reported by most large series in the literature. It is apparent that the early prognosis for patients whose dissection is limited to the descending aorta is far better than the early prognosis for the other group.
Among the 40 patients whose dissection involved the ascending aorta, the duration of survival was uncertain in two and may have been as long as several months. None of the remainder survived their initial hospitalization. Longest known survival was 3 weeks even though eight underwent emergency fenestration procedures.
External rupture of the aorta was the cause of death in 31 patients. Hemopericardium was present in each of these. Bilateral hemothorax was an additional finding in three and hemomediastinum was present in three. Death was attributable to the dissecting process in all instances. Table 5 lists the cause of death in this group of patients. The division of patients with dissecting aortic aneurysm into diagnostic and therapeutic groups with regard to the extent of the disease process appears justified. It seems established that when the ascending aorta is involved, as it is in a majority of cases, the disorder is likely to be fatal within a few days usually from rupture into the pericardial space. Aortic regurgitation, major arterial occlusion, and signs of neurological illness are often present. If the disease is considered, the diagnosis is usually obvious. Heroic, lifesaving measures are justified.
We would suggest that when the medial dissection begins distal to the arch vessels, the second most common point of origin, the classic physical findings are usually absent and the diagnosis is frequently not considered in the early stages. These patients commonly, and perhaps usually, survive for weeks or months. A quarter or more of untreated patients may survive for months or years to die of other causes.
Despite the current study we feel that the natural history of this disorder is not completely understood and that the available data do not allow definitive conclusions regarding the efficacy of any form of therapy. There is a clear need for carefully controlled Circulation, Volume XXXV, May 1967 studies of the therapy of this problem which take into account the extent of the dissecting process.
